STATE OF CALIFORMIA—HEALTH AND WELFARE AGENCY PETE WILSON, Governor

DEPARTMENT OF HEALTH SERVICES
7147744 P STREET

P.O. BOX 942732

SACRAMENTO, CA  94234.7320

May 8, 1991

TO: All County Welfare Directors Letter No.: 91-41
All County Administrative Officers

SUBJECT: MONTHLY ELIGIBILITY/STATUS REPORT, SAWS 7

REFERENCE: Department of Social Services All County Letter 91-28

The Statewide Automated Welfare System (SAWS) staff developed a new form
called the SAWS 7 (attached). The SAWS 7 was initially developed for use in
the SAWS pilot counties. The SAWS 7 is a generic program reporting foerm of
monthly eligibility information. The SAWS 7 solicits information in a
different manner and format than the MC 176 S because it was designed as a
generic form for AFDC, Food Stamps and Medi-Cal. For the purpose of Medi-Cal
monthly reporting, this form may be used in place of the MC 176 S.

State stock of the SAWS 7 will not be produced at this time. To locally
reproduce stock, you may request English and Spanish versions of the SAWS 7/
from the State Department of Social Services, Forms Management Bureau by
calling (916) 192_.8738 or ATSS 8-492-8738, Translations in Cambodian,
Chinese, Lao and Vietnamese may be requested from the Language Services
Bureau at (916) 323.9562 or ATSS 8-473-9562.

The SAWS 7 has no impact on the Quarterly Medi-Cal Status Report, MC 176 SQ or
MC 176 SAQ.

If you have questions regarding this information, please contact Elaine Bilot
at (916) 327-7154 or ATSS 8-467-7154.

Sincerely,

ORIGINAL SIGNED BY

FRANK S. MARTUCCI, CHIEF
Medi-Cal Eligibility Branch



ETATE OF CALFCRSmA - HEALTH AHD WELFARE AGENCY - - DEPASTMWENT OF BOCIAL SEPVICES

MONTHLY ELIGIBILITY/STATUS REPORT

=or Cash Ald. Food Stamps and Medical Assistance

THIS REPORT S FOR THE MONTH OF

s Complete and return this report by the 5th of the month.

e It a complete report still is not in by the 11th, your benefits for Cash Aid, Food Siamps and Medical Assistance
may be delayed, iowered or stopped. Also tor Cash Aid, you will not get work aflowances.

e important: If you don't want Cash A, Food Stamps and/or Medical Assislance anymors, fill in part A below,
sign and date item 6 on the back of this form. Facts on who can sign are listed thers.

e i you want to keep your benefits, fill in ALL questons in Part B below.

Need Hsalp? Call your worker, Worker, Phone:

PART & Discontinuancs Raguest (If you fill in this pari, sign and date nem § on the back of this form}

laskthatmy (1 CashAid [0 FoodStampe [J Medical Assistance  be siapped on the last day of:
| know that | may reapply at any trne.

MONTHEAR.

PART B *® Answeral ol the quesbons below. If you answer “YES®, read and fill in the resi of the section. ARlach a separale shoel of paper if neeced.
e Attech proof of income and costs or your benefits may be lowered or swopped,
If you get Food Stamps, answer for everyone in your household. I you don get Food Starnps, answer tor everyone on Cash Aid and/ar Medical
Assistance including children, parents, stepparents and your spouse.

1. Did anyecne get money from a job or a tralning program? D YES L—__j NO

e I YES, jistall earnings or training aliowances received during the month, Include Bps, vacation pay of income in kind such
as eamed housing. List who got income, employer, grass amounl bafore deductons, aciual dale received, and the number
of days and hours worred in the month. Atach paystubs or other proof of eamings.

s | sell-employed. Yist business costs on a separate sheel of paper and sttach proof of income and costs.

NAME EMPLOYER DAYS HOURS ANMOUNT AMOUNT AMDUNT AMODUINT AMOUNT
WORKED | woRkeD | g ] s 5 L

DATE RECEVED DATE RECEIVED ODATE RECEIVED DATE RECENVED DATE RECEIVED
0O Job O Training _

NAME EMPLOYER DAYS HOURS AMOUNT AMOUNT AMOUNT AMOUNT AMDUNT
WORKED | wRKED | 4 3 3 1 [

DATE RECEIVED | DATE RECEIVED | DATE RECEIVED DATE RECEIVED DATE RECERED

O b [0 Trning

NAME EMPLOYER DAYS HOURS | AMOLNT AMOUNT AMGUNT AMDUNT AMDUNT
WORKED | WORKED |5 s : . N

DATE RECEIVED | DATE RECEIVED | DATE RECEIVED DATE RECEIVED DATE RECEIVED

[3 Job 0 Training

e | anyone above paid for care of a child, disabled person of othar dependent while working of in training, kst here and attach proot of payment.
Who Received Cara? Cost | Who Recaived Care? | cost
$ | | s
L It you got Cash A antor Medical Assistance, and anyone wno haa earmings paid court ordered suppar,
fist the ameount paid. Attach proot. s
2. Did anyone recelve money or benefits from any cther source? C[ YES D NO

Such as: Soclal Secunty, Rairoad Retremnent, Unempiovment/Disabihty Benefits, Veterans Benefits; interest from Stocks, Bonds,
Sawvings Accounts; Workers Compensation "Chid/Spousal Support, Child Suppon Disregard; Loans, Grants, R
Scholarships; Stnke Benefts, Tax Retund, Gash, Lotery Winrngs, Gitts, Renial Income: Free Housing, Utlives, Food, Glothing; or
Cash from an Insurance Policy, insurance or Legal Settiement, alc.

*  }{ YES, list who received, source, gross amount and actual date recewed. Aftach proof of any changes.
NAME SOURCE AMQUNT AMOUNT AMOUNT AMOUNT AMOUNT AMOUNT
L] 3 3 3 H H

DATE RECEIVED DATE RECEIVED | DATE RECEIVED {DATE RECENVED DATE RECEIVED | DATE RECEWED

NAME SOURCE AMOUNT AMOUNT AMOUNT AMOLINT AMOUNT AMOUNT
3 e 3 H 1 H
DATE RECEIVED DATE RECEIVED | DATE RECEIVED | DATE RECEWED DATE RECEIVED | DATE RECEIVED

¢ It you got Child Suppor this month and it covered more than one month, which months did it cover?

e i you got Cash Aid and/or Medical Assistance and anyone who had income paid court ordered support, list the amount paid. Attach proof. §
w —
COUNTY USE ONLY E.W. INITIALS DATE:

SAWS 7 (490} CA WMC 1765




3. Did anyon® move into or out of your homa or did you move in with someons sise?
{Inciuds newbome: anyons who sntered or lett 8 hospral, nursing home, or rehabilimtion cener; or anyone who dod).
tt YES, give the name(s) of anyone who moved mio or out of your home or who you moved n with,
Incude the chanpe and the date i1 10ok place.

Lives [ | No:

i

FLLL NAME RELATKONSHIP 10 YOU WHAT CHANGED DATE
!
43, Did you move or changse your adoress? '
or (] ves NO i
4b. Did you have a change in the amount you pay for rent, housing or utilities?
' . O ves [ no

4¢. Did you have a change in your shared housing or in the amount paid by someane who is belping you pay tor
your housing and/or utililies?
1 you answared "YES™ to any queston, complete 4d below. If you pe1 Food Stamps, sttach prool thal ghows what was pand,
who paid and the amount pad. Include proot of rent or housing costs, wtiliies, proparty taxes and/or insurance paid tor by
you or by semeane who is heloing you pay.

[Jves [ no

ad NEW ROME ACDRESS (NUMBER. FTREET NAME, AVENUE, BLVD. ETC) APT KO cIry STATE ZIF CODE

OATE OF CHANGE

NE W WAILING ADUAESS (IF DIFFERENT THAN HOWE ADORESS) CTY STATE Z)F GODE

DATE OF CHANGE

NEW ACTUAL UTLITY COST. 8§ [ NEW RENT OR HOUSING COSTS: 3 EPAY FOR THE FOLLOWING LITILITIES AT MY NEW ACDRESS

-

DATE OF CHANGE DATE CF CHANGE

MNEW PHOMNE NUMBE R

5. Does anyone have anything else to report? (lnclude expectad changes)
# YES. explain. include name of person and date of change. Atiach proo! including

(J ves [ no

any costs.
s Income: Stants, changes or stops. « Oabies: Become pregnant, have a baby, abort ar miscarmy.
. Job/ Start, stop, quit, retuse a job or training, go out on strike, or change & Marital: Marry, divorce, or separate.
hd H N
raining’ hours or pay. ‘ * Depencenl Have cost for care of a child or disabled parsen
*  School: Start or stop school ot college it age 16 or oider, Care: or other dependent while somecne seeks work or
Pay scheol transporialion costs, tuiticn, ste, atiends schoot or raimng.
*  Property: Buy, sell, rade, give away, or get a motor vehicle. home, s Medical For Food Stamp recipients: medical costs
land, burial plot. trusts or eamed mcome 1ax Gredits. etc. Cost: tor those wha are disabled, or age 60 or clder.
. Checking’/  Open.close a checking or savings account{s) or the balance For Medical Assistance recipients: medical costs
Savings: is dilterent at the end of the month. that wefe oue 1o an injury or acadent caused
. Disabiirty: Become disabled, recover from a disability or a by someone else
major liness. *  nsurance: Stan, slop or change lite or health insurance
- Citizen/ Change in citizen or alien status. benefis, including MEDICARE.
Ahen Status:

CERTIFICATION

| understand that: # In the Food Stamp Program, the penallies can result in permanent
disqualification Irom the Program, fines up 10 $10,000 or

s 1 mustconmact mv worker within 5 days of any change Imprisonment for up 10 5 yesrs. Disqualification penallies for
that may atiect my eligibility tor or the amount of my Intentional Program Viclation(s) are 6 manths lor the first viclation,
Cash Aid. - 12 months for the second violation, and permanent disqualification

& 1 mustcontact my worker within 10 days ot any change that may {ar the third violation
attect my ehgibility lor Medical Assistance Oniy or my Share of Cost. Calitornia | 0 ) Ih ed a fel i 1 dant n

e [l hawe any doubt about needing 1o hepon any changes, | must contact * Lalloma law says that | have commitied a feiony 1t | donti report any
My Worker. - o B _ change mn mcome, property, or tamily status without good cause, and

e  Facts | report may result in benefits going up, down, or baeing stopped. more than $400 is wrongly paid out ) )

e Faling to repon facts or giving wroni or iIncomplete tacts for | have the nght 1o ask for a state heanng on any propased action by
Cash Aid, Food Stamps or Medical Assistance can resullin the counly wellare depanment.
legal prosecution with penafties ot a hine, imprsonment, or both.

*  YOU MUST SIGN AND DATE THIS REPORT AFTER THE LAST DAY OF THE REPORT MONTH OR IT WILL BE CONSIDERED INCOMPLETE.

6. 1declare under penalty of perjury under the laws of the United Slates and the State of Califarnia that the information contained in this repert is

true and correct Bnd Is compiete for the enlire report month.

For Cash Aid: you and your aided spouse (or the other parent of aided children) living m the heme mus! sign the lorm.
Fer Food Stamps: the head of household, a househotd member or the household's authorized representzuve must sian the torm,
For Mecical Assistance: you, your spouse ar the person acting {or the recipieniis) must sian the form.

SIGNATURE OR MARK DATE SIGNED $D&O}NE NUMBER WHE RE YOI MAY BE AC ACHED IN CASE YOLIR WORKER NEEDS 10 CONTAL .
SIGNATUIRE CF CASH-AIDED SPOUSE OR OTHER PARENT OF CASH-AIDED DATE SIGNED | SIGNATURE OF WITNESS TO MARK, INTERPRETER DR OTHER PERSON DATE SIGNED
CHILDREN COMPLETING FORM

- g






